to the cesophagus, the perforation was nearly always into the left bronchus, rather than into the trachea. In the present case it was near the bifurcation of the trachea. He assumed, therefore, it was in the lower end of the trachea, as observed by screen examination following a bismuth meal. Sometimes the aperture was valvular, ahd solid food did not always pass through it. It was necessary to eliminate cases in which there was a pharyngeal growth and the overflow was in the air-passages; in those cases the bismuth could be seen passing down the trachea. Was the perforation in this case into the trachea, and not into one of the bronchi? He advised intubation or gastrostomy. Following the insertion of a Symonds's funnel tube, one of his cases lived three months with a small perforation of valvular character.
Sir JAMES DUNDAS-GRANT remarked that in such cases, if regurgitation of fluids occurred, the patient's condition was a very terrible one. Of the few cases he had seen, one had the perforation an inch below the larynx. Michel, of Hamburg, had described a means of dealing with such a case, i.e., by inserting a long tracheotomy tube with an expanding indiarubber cover, which could be distended with air, or better, with glycerine, so as to cover the fistula.
Mr. DOUGLAS HARMER remarked on the capacity of these people to live so long after perforation had occurred. One of his patients coughed water back the moment after he had swallowed it. As observed by X-rays, a thick bismuth meal at once went into both his main and secondary bronchi. He thought no treatment was possible in that case, and did not advise gastrostomy. The patient, however, still went on with his business, did not suffer any pain, and lived over a year.
Mr. FORSTER (in reply) said that in this case a screen examination and a rapid exposure photograph showed that a barium meal passed down the cesophagus and then came to a stop, a portion trickling through a small opening running into the trachea. The skiagram showed the trachea lined by barium. The case favoured Dr. Hill's vie'w that the usual site of perforation was the left bronchus, the perforation being on that side of the bifurcation of the trachea; and at autopsy, septic pneumonia was traced from the left bronchus. Both Dr. Hill and Sir James Dundas-Grant spoke of intubatioi in these cases; he (Mr. Forster) thought, after he had referred the patient for gastrostomy, that an attempt might have been made to insert a Symonds's tube, but he died before anything could be done. He only saw the case a few days before death. Patient had noticed nothing amiss until a week previously, but had been complaining of pains for six months. On account of the coughing, he (Mr. Forster) thought at first there iight be a post-cricoid growth. PATIENT, aged 35, complained of displacement of the left eye, which had existed for eighteen years, and started with acute pain. What was apparently an orbital cellulitis was opened at that time, and pus evacuated. The protrusion of the eyeball increased, and latterly became unbearable and the eye blind. He has been unable to close the eye for a year. Examination showed a tense fluctuating swelling under the left eyebrow, and only a little muco-pus on the anterior end of the middle turbinal. X-rays, by Mr. R. E. Roberts, showed an extensive enlargement of the left frontal sinus, which suggested mucocele.
Mucocele of the
At the operation, via the Killian route, a large cavity was entered without encountering bone, and a large quantity of translucent brown-stained fluid evacuated. The cavity encroached upon the ethmoid as far as the outer nasal wall, and had .caused absorption of the greater part of the orbital roof, and distortion of the supra-orbital margin. The eyeball was much displaced forwards :and downwards, with great stretching of the orbital nerves and muscles. After removal of the thin membranous lining, the cavity was drained into the Inose through the ethmoid by removing parts of the fronto-nasal process of the 'superior maxilla and the lachrymal bone. The eyeball was replaced and the wound closed., Recovery was uneventful except for two attacks of vertigo. Mr. Gorst now reports slight vision in the left eye and considerable recovery of function in orbital muscles. No symptoms now except slight huskiness, and no. change in appearance.
Opinions are invited as to treatment.
DISCUSSION.
The PRESIDENT said it was very difficult to arrive at a conclusion in such a case. The local appearances suggested some perichondrial trouble under the swelling on the left side and in the posterior part of the larynx. It looked tuberculous, but, from the history, it appeared not to be~so. The perichondritis might however have resulted from the operations.
Mr. TILLEY was impressed with the patient's story of having been getting progressively weaker and easily tired on moderate exertion; this aroused the suspicion of tubercle. No tubercle bacilli having been found in his sputum, he suggested full doses of iodide of potassium and a further examination for the bacilli in four or five days; this method sometimes revealed the organism in the increased secretion. In the present case there might be an old quiescent tuberculous lesion in the lung.
Dr. W. HILL said the condition was reported to be a papilloma with an inflammnatory base; therefore why inquire as to tubercle ?
Mr. R. J. WRIGHT, commenting on Mr. Tilley's advice to give iodide of potassium referred to a very unfortunate experience he had had a few years ago in the case of a lady with a doubtful laryngeal lesion and no manifest signs in the chest. Following full doses of iodide of potassium for less than a week, the laryngeal condition flared up and never subsided, patient dying in two months. He believed the potassium iodide definitely hastened her end.
